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Introduction.– La réalisation d’examens périodiques de santé (EPS) d’une
personne en situation de handicap est très faiblement réalisée en France. Le
partenariat réalisé entre l’institut régional pour la santé (IRSA), des
établissements spécialisés (MAS et IME) et le réseau des services pour la
vie autonome a permis de prendre la dimension de l’état de santé des personnes
lourdement handicapées.
Population.–MAS IKIGAI : 36 personnes – 40 % de moins de 30 ans. Vingt-six
se sont inscrits pour bénéficier d’EPS IME Corentin-Donnard : 34 inscrits tous
âgés de moins de 20 ans, sans pathologie a priori notée.
Conditions de l’action du dépistage :
– formation des professionnels de l’IRSA afin de faciliter l’accueil et
l’accompagnement du personnel, organisée par le RSVA (4 réunions).
L’action est menée en deux vagues successives. En amont est effectué un
questionnaire de santé et de vie sociale ; biométrie et examen d’urine.
Lors de la venue de l’IRSA sont effectuées les investigations de santé
habituellement réalisées pour le grand public.
Résultats.–MAS IKIGAI : sont mis en évidence deux hypertriglycéridémies et
hypercholestérolémies importantes, cinq soins dentaires en urgence qui ont été
programmés secondairement sous anesthésie générale et cinq consultations
dentaires à prévoir. Sur l’état médical, 19 états vaccinaux non à jour ou inconnus
et un avis dermatologique requis.
IME Corentin Donnard : quatre ECG pathologiques, 14 vaccins à prévoir type
ROR, 14 consultations ophtalmologiques préconisées, quatre résultats
biologiques anormaux (bilan hépatique ou hypertriglycéridémie) et quatre
consultations dentaires urgentes.
Commentaires.– Les facteurs déterminants de réussite de ces tests sont une
équipe médico-sociale volontaire et présente, une adaptation du bilan de santé à
chaque population, une sensibilisation et une implication des familles.
Ont été améliorés entre les deux tests les dépistages visuels. Demeure une
connaissance très fluctuante des antécédents médicaux des personnes
accueillies.
Ce type d’action se déroule dorénavant dans le Calvados puis progressivement
dans l’Orne et la Manche dans différentes structures d’accueil pour grands
handicaps de l’enfant comme de l’adulte.
http://dx.doi.org/10.1016/j.rehab.2013.07.692
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Introduction.– The compliance visits for the Follow-up Care and Rehabilitation
(FCR) services are in response to the 2008 decrees, which unified the activities
encompassed in ‘‘follow-up care’’ and those of ‘‘physiotherapy and
rehabilitation’’ into a single activity called ‘‘Follow-up Care and Rehabilita-
tion.’’ The latter consists of a versatile common foundation which is able to go
hand and hand with specialized services. Physical Medicine and Rehabilitation
services coincide with FCR via the specialized services of ‘‘musculoskeletal
disorders’’ and ‘‘nervous system disorders’’.
These decrees have raised the standards expected of FCR tasks, equipment, and
employees.
The visits carried out by the Regional Health Agencies (RHA) took place
between 2011 and 2013 depending on the region. The visits revealed the
difficulties encountered by the health care facilities in complying with the
standards dictated by the authorizations issued in 2010. The hospital federations
attracted national attention over these issues. The Ministry of Health (through
the Directorate-General for the Provision of Healthcare) therefore decided to
undertake an initial report of the conformity visits in this sector.
Materials and methods.–The objective of this initial report of the conformity
visits in the FCR sector is to catalog the primary instances of reticence to apply
the new standards or the non-compliances observed, and with this information,
identify the underlying causes.
For this purpose, the Directorate-General for the Provision of Healthcare has
devised a 3-part investigation:
– the first part covers the purely quantitative aspects of the visits (state of the
premises at the moment of the visit, number and type of non-compliant FCR
services. . .);
– the second part identifies the principle instances of reticence or elements of
non-compliance under regulatory provisions. These regulatory provisions have
been divided into the following five categories:
– tasks common to all FCR services;
– premises and equipment (including technical platforms);
– employees;
– continuity of care;
– contractual commitments/other FCR tasks.
– the third part makes inquiries into the main underlying causes of the reticence
to apply the standards or instances of non-compliance. These inquiries are
organized around the following issues:
– absence of implementation/global FCR workplace culture;
– absence of trained/qualified employees;
– insufficient funding and/or space for premises and equipment/adequate
technical platforms;
– insufficient employees through a lack of funding or demographical
constraints;
– problematic continuity of care caused by demographical constraints or
unfamiliarity with partners.
This investigation was fulfilled by each Regional Health Agency in March 2013
regarding all conformity visits carried out before 31 January 2013 and sent to
the Directorate-general for the Provision of Healthcare. The processing of this
investigation is in progress on the national level.
Results.– The national and regional results will be available within a few weeks
and presented in October 2013 during the French Physical Medicine and
Rehabilitation Society conference.
Remarks.– The reticence to apply the standards and the instances of non-
compliance have ostensibly led to an insufficient, less efficient, or even risky
(for the patient) level of health care quality. Respect of the standards is the
number one condition for providing quality care.
Conclusion.– The investigation will give us an outline of the difficulties
encountered by the health care facilities, and will attempt to explain why these
difficulties occurred. These compliance visits ought to be considered as a tool
for improving the quality of care, the standards having been enacted for this
purpose.
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Introduction.– Explaining what the activity of a SSR coordination doctor
consists of rapidly becomes a headache, as the complexity of this function
concerns multiple disciplinary fields it is vain to want to schematize.
Context.–The decrees of 2008, regulating the activity of continued care and
rehabilitation (SSR), have defined a function of SSR coordination. If the
mission can be summarized in objectives of ‘‘facilitation’’ of flows from MCO
to SSR, the concept of coordination makes the action complex and difficult to
define in this field, multiple coordination’s place.
Objectives.– Convinced that ‘‘what is well conceived is stated clearly and the
words to say it come easily’’, we propose a design of coordination, after eleven
years of experience in Rhône-Alpes.
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